The importance of the subject of my 
Figures from the United States (Tudd, 1920) and (Latzko, 1942) show that about 60 per cent, of cases of urinary fistulae have followed surgical operations and experience in this country is somewhat similar. In this group also there is variety, from the inaccessible fistula after hysterectomy to the more accessible, but often more troublesome fistula near or involving the urethra. Urinary fistulae have occurred after the fascial sling operation for the relief of stress incontinence, especially if it has been performed wholly from above (Fig. 5) .
It is worth stressing that it is not only during extensive procedures but also at small operations, e.g. anterior colporrhaphy, repair of urethrocele ( Fig. 6) bladder drainage and that there was spontaneous healing in 10 of them. Pemberton, Smith, and Graves (1936) Spencer (1925) and Taussig (1925) Hobbs, 1942 ; and Martius, 1939) ; this is usually described as the circumcision of the fistula and is designed to prevent the troublesome haemorrhage which is likely to follow if the bladder mucosa is incised. The bladder should be mobilised until it can be freely moved in all directions (Halban, 1937 ; Stone, 1906 ; Koster, 1938 ; and Hayes, 1945) . Suturing should not be too tight if devitalisation of the tissues is to be avoided (Mahfouz, 1929) ; in this connection Miller (1942) says that purse-string sutures are best avoided.
The suture line of the bladder and that of the vagina should, if possible, be in different planes (Mayo and Walters, 1924) . A small gap in the suture line of the vagina should be left for the drainage of any blood which may collect (Keller, 1932 ). An unusual opinion with some truth in it has been expressed by Ouinby (1935) Phaneuf (1936) , Frank (1938) , Schenk and Woronov (1939) , Roton (1939) , and Turner CI947), Moir (1947) . (Fig. 4) (Fig. 10) . The wound sutured with silver wire heals well (Fig. 11) (Frank, 1938 but the other three were successful. In two cases I performed cystoscopy about one year after the operation and there was no bladder diverticulum, only a shallow depression to mark the site of the fistula. Santy (1929) Fig. 16 ). The patient is in the knee-chest position. Colpoclcisis was carried out later (see Fig. 15 ). The patient's vaginal incontinence was relieved : partial incontinence through the lower end of her colostomy persisted.
'5-Colpocleisis for a post-radium recto-vaginal and vesico-vagmal fistula (see Fig. 14) . The patient's vaginal incontinence was relieved : partial incontinence through the lower end of her colostomy persisted. Fig. 16 .?The attempted reconstruction of a destroyed urethra, see Fig. 6 . The scarring in the upper part of the anterior vaginal wall made it impossible to turn down more than a small flap of skin. Though her recovery was uneventful there was no material improvement as a result of the operation. The patient is in the knee-chest position.
1-IG. i 6.?The attempted reconstruction of a destroyed urethra, see Fig. 6 . The scarring in the upper part of the anterior vaginal wall made it impossible to turn down more than a small flap of skin. Though her recovery was uneventful there was no material improvement as a result of the operation. The patient is in the knee-chest position.
approach also aimed at closing the fistula with a patch from the posterior vaginal wall. In my view, their success may be attributed to the closure of the vagina below the fistula at a level where the blood supply is good : if this view is correct, the supra-pubic part of their operation was unnecessary. Macalpine (1940) has used the posterior vaginal wall to patch the opening of a fistula which did not, however, follow radium.
In operating on these cases especial care must be taken not to injure the recto-vaginal septum lest a rectal fistula is caused : and mutatis mutandis, especial care must be taken in operating on a Post-radium rectal fistula lest a vesical fistula is caused.
In one ?f my cases a very troublesome vesico-vaginal fistula had followed an attempt by another surgeon to close a post-radium recto-vaginal fistula.
The fistula remained open after an attempt by the SimsEmmet technique (Fig. 14) ; it was eventually treated by colpocleisis (Fig-15) Repair of Severe Urethral Injuries.?Where there has been considerable destruction of the urethra the repair of the injury is a very special problem because of the likelihood of urethral incontinence Persisting even though a new urethra has been well fashioned and the fistula closed. The Ward-Farrar operation (1934) (Martius, 1939) . Shaw (1949) has recently described success with this operation. Many other methods have been tried to give control in cases with severe urethral damage without, however, striking success, Taussig (1932) and Douglass (1936) . An entirely different approach to these cases is the creation of a new and remote channel for the escape of the urine. McGlinn (1932) reported that Baker-Brown in 1863 made a new urethra in such cases by a puncture below the clitoris. This procedure has been revived by Marion (1934) (Geist, 194? > Moir, 1947 > and Everett, 1947 
Position of the Patient After Operation
If the patient is nursed on her face after operation, the wound is kept relatively dry and the chance of quick healing should thereby be improved. This is the view held by many gynaecologists who have special experience of the repair of these injuries (Marion Douglass,. 1937 ; Schmitz, 1944) . Counseller (1942) , puts his patient into a Bradford frame for two weeks and there are others who have followed his example. On the other hand, Moir (1947) was of the opinion 
